MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 563 ' 430

DEPARTMENT ©OF PUBLIC HEALTH AND WEL >
)

DO NOT WRITE AMENDED Reglappon Digrict No.1 - cped }__ Primary Registration DistricPNOT oot _________Regiatrar'a No. ____6
ON THIS STUB =D U1 063

1. PLACE OF DEATH 2. USUAL RESIDENCE (thra decapsed lived. If institutlon: Residence before
a. COUNTY a.sTATE [ LL INO | county MADISON edmission)

b. CITY {If ouvtside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limin

own ST,LOUIS MO 48 DAYS rown GODFREY Yu R NoD

c. FULL NAME OF {If NOT in hospital, glve location) Inside Limits d. STREET {{f outside, give location) Reside on Farm
HOSPITAL OR ADDRESS

wstitution' DE PAUL HOSP YesX] No [ R R #h Yes XJ No @
. NAME OF DECEASED Firat Middla Lont 1 DAIE anth Day Your

(Type or prin1) OF
JAMES D MC CLOSKEY DEATH  JUNE 1L, 1963
. SEX 6. COLOR OR RACE 7. Maried)]  Never Married [ |a. DATE OF BIRTH | 9. AGE (fast birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
MALE WHITE Widowsd [ Diverced O (57 =1909 5'—!- M""’hll Doys | Hours | Min.
Ha. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY|[ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

MEDTEArBOETOR ™" | MEDICINE DUBUQUE 10WA b.S.A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

ROBERT C. MC CLOSKEY MARGARET NICOLL MARY K.MC CLOSKEY

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SACIAl RECIIDITY MO 117, INFORMANT Address

(Yus,YES unknown) I (WWIﬂﬁwur or dates of service} MARY K MC CL OSKE Y GODFRE Y I LL .

18. CAUSE OI;,DEA‘I‘H {Enter only cne :auu pur lina for { INTERVAL BETWEEN
Al

STATE FILE NUMBER

V$ 300
Rev. 4/59

DATE AMENDED

{Bl, and {cl.
RT 1. DEATH WAS CAUSED _ ONSET AND DEATH
IMMEDIATE CAUSE (s) ﬂ'ﬂ\ W MJJV“L, S < /g/\f{,mé 7 7pllo <

DOCUMENT

Conditions, If any, DUE TO (b)
which gave riutfr]
above cause (),
stating the undasr- 3
lying causs {asf, DUE TO () 3 0 *
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rslated to the terminal PART Il1I. If deceased was female was
disesse condition given in PART | {a) there a pregnancy in last 90 days.
luv..l O Ne ] 0O Unkriown
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED?, a 0 o -
vis 0 NO f :

20¢. TIME OF Hour Month, Day, Year
INJURY am.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g.. in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., erc.)

NOT WHILE AT WORK ] . "
m 9?7 /?Z-% m_é&“%_&nd last saw m“ on U/k"”—ﬂc f?‘/ /?63

0@1‘ m m on the date stated above, and to tha best of my knowledgs, from the cauaes stated.

T T, [y bt e TS

BURIAL, CREMATION, | 23b. DATE i 23c. NAME OF CEMETERY OR CR MATORY 23d. LOCATION (City, town, or county) "(Srerey 7
Specify) gy C L —
ﬁiﬁﬂ'ﬁ\} ' b-/8 - 63 S7. fjfnlﬂfa_/(j Cem. 3‘9 0’)(;96171 i/
24, FUNERAL D'RECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. %G'ST / R‘S SIGNATURE

RALPH GENT ALTON ILL INOIS A Dniaidy

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student _ e T
Signature of Student Embalmer

Licensed Embalmer No. %W:L

p.O. Addresswc

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




